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Abstract
Background
HIV associated neurocognitive disorders (HAND) continue to affect cognition and everyday
functioning despite anti-retroviral treatment (ART). Previous studies focused on mecha-
nisms related to monocyte/macrophage mediated inflammation. However, in the ART era,
there is increasing evidence for the involvement of CD8+ T-cells in CNS pathogenesis.
Methods
To investigate the relationship between T-cell responses and neurocognitive impairment
(NCI), cerebrospinal fluid (CSF) and peripheral blood CD4+ and CD8+ T-cell intracellular
cytokine (IFNγ, IL-2, TNFα) and lytic marker (CD107a) expression were assessed in HIV in-
fected subjects who underwent comprehensive neurocognitive (NC) evaluation and either
initiated or changed ART.
Results
Data were collected from 31 participants at 70 visits. The frequency of cytokine expressing
T-cells in CSF was significantly higher than in peripheral blood for CD4+T-cells: TNFα, IL-2,
IFNγ and CD8+T-cells: IL-2 and IFNγ. Analysis of T-cell activity and NCI as a function of
CSF HIV RNA levels suggested a general association between NCI, high CSF CD8+
(but not CD4+T-cell) cytokine expression and CSF HIV RNA<103 copies/ml (p<0.0001).
Specifically, CSF CD8+ T-cell IFNγ expression correlated with severity of NCI (r = 0.57,
p = 0.004). Multivariable analyses indicated that CSF CD8+T-cell IFNγ and myeloid activa-
tion (CD163) contributed equally and independently to cognitive status and a composite
variable produced the strongest correlation with NCI (r = 0.83, p = 0.0001). In contrast,
CD8+ cytolytic activity (CD107a expression) was negatively correlated with NCI (p = 0.05)
but was dependent on CD4 levels>400/μl and low CSF HIV RNA levels (<103 copies/ml).
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In our longitudinal analysis of 16 subjects, higher CSF CD8+IFNγ expression at baseline
predicted NC decline at follow-up (p = 0.02). Severity of NCI at follow-up correlated with
level of residual HIV RNA in CSF.
Conclusions
Presence of IFNγ expressing CD8+ T-cells, absence of cytolytic CD8+ T-cells, high myeloid
activation, and failure of ART to suppress HIV replication in CSF contribute to increased risk
of HAND.
Introduction
Although anti-retroviral treatment (ART) has dramatically reduced the incidence of HIV asso-
ciated dementia, mild neurocognitive impairment (NCI) contributes to mortality and decreases
quality of life of up to 40% of HIV infected individuals. Investigation of HIV associated NC dis-
orders (HAND) has focused on myeloid cells (monocytes/macrophages/microglia) as the
source of infectious HIV [1,2], HIV proteins and host inflammatory factors that mediate neu-
ropathic damage via dendritic simplification, loss of synapses and ultimately neuronal loss
[1,3,4,5,6,7]. However, correlations between clinical measures of NCI and markers of macro-
phage activation (neopterin, quinolinic acid, immunophillins, CD163, CD14) [8,9,10,11,12,13]
are not robust in many study cohorts and fail to account for the association of NC impairment
with low nadir CD4, higher levels of CXCL10 (chemotactic for T-cells) and presence of CD8+
T-cells expressing IFNγ in the CSF [14,15]. The consistency of these findings in diverse cohorts
suggest that T-cells could play larger role in CNS pathogenesis and protection than is
currently appreciated.
Assessing the role of T-cells in any HIV associated disease outcome is inherently complex
due to the chronic nature of HIV infection and the central immune conflict of HIV disease:
that HIV replicates in and depletes activated CD4 T-cells that are required to support anti viral
CD8+ cytolytic (CTL) function and pathogen specific antibody production by B-cells. Thus
CD4+ T-cell activation in the absence of ART is a double edged sword: it increases HIV virus
production [16] [17], but also signals that the immune system is sufficiently intact to support
pathogen specific antibody and cytolytic responses to a pathogen. CD8+ T-cell lytic activity ap-
pears to be unilaterally beneficial for the HIV infected host: sustained lytic function is associat-
ed with slower HIV disease progression, but in most HIV infected individuals, lytic function
declines over time [18,19].
Genetic and epidemiological evidence suggests that the impact and correlates of T-cell re-
sponses to HIV in the CNS generally reflect those described for peripheral HIV viral control
and pathogenesis, with some distinct differences: CD4+ T-cells are not present in the brain pa-
renchyma and the brain is uniquely sensitive to inflammation [20,21]. Higher CD4+T-cell lev-
els correlate with lower risk of HAND, possibly because exclusion of CD4+ T-cells from the
CNS prevents them from contributing to HIV replication in the brain. Low (and HLA types
that specify low) CD4+T-cell responses to HIV are associated with increased risk of HAND
[17]. Low nadir CD4+ T-cells is also a risk factor for HAND [14,22], the proposed mechanism
being that absence of CD4 cells reduces CD8 immune surveillance of CNS and lytic (CTL)
function [23,24]. Genetic associations support a protective role of CD8+ T-cells: CD8+ HLA
types that specify CTL responses to conserved HIV gag sequences [25,26,27] have a reduced
risk of HAND [28], The suggested mechanism is that individuals with these genotypes
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maintain competent CTL (in the CNS) because viral escape mutations in conserved regions
gag result in significant loss of viral fitness [24,29].
Despite the evidence above that higher levels of CD8+CTL and CD4+ T-cells are usually as-
sociated with reduce risk of HAND, T-cell mediated immune reconstitution syndromes (IRIS)
have been described [3,30,31,32,33]. CD8+T-cell infiltrates appear to be the predominant path-
ogenic feature in brains from individuals who are on ART, not severely immunosuppressed, di-
agnosed with HIV infection of the CNS and undergo biopsy or come to autopsy [34,35].
However, it is not clear whether the CD8+T-cell infiltrates in IRIS cases are functionally or
quantitatively different from the protective CTL responses described above. Also, the signifi-
cance of the cellular infiltrate to cognitive outcomes is difficult to assess since few immunocom-
petent HIV infected brains undergo neuropathogenic analysis in the absence of pre-mortem
symptoms. While our original studies in the pre-ART era failed to identify any T-cells in brain
sections of patients with AIDS dementia [1], those findings do not preclude the presence of T-
cells in the CNS at earlier, less immunocompromised stages of disease or in subjects on ART. It
is of interest that post mortem staining of brains from asymptomatic SIV infected macaques in-
dicates the presence of both CD8+ T-cell and NK cells with cytolytic potential (CD107a+) [21].
Since HIV infection of the Human CNS appears to occur early in disease in virtually all indi-
viduals, accompanied by high levels of MCP-1, CXCL10 [36,37] and CSF pleocytosis [38,39],
T-cell infiltration may be more common than generally appreciated. In healthy individuals
(not infected with HIV) a low level of lymphocyte trafficking is routine: CD8+ T-cells migrate
into the brain to perform routine immune surveillance[40,41]. However, the high frequency of
CSF pleocytosis and presence of lymphocyte infiltrates in tissue[42] suggest increased T-cell
trafficking during HIV disease.
Although cell numbers in CSF are relatively low compared to peripheral blood, HIV associ-
ated pleocytosis provides an opportunity to characterize viable T-cells potentially in transit in
or out of the CNS. While the utility of CSF biomarkers as a reflection of HIV pathogenesis in
the brain was initially debated, accumulated data support the contention that CSF can be con-
sidered a “window” into the brain of the living host, especially during active HIV infection
[36,43]. Studies of CSF lymphocyte subsets and activation states indicate that CSF T-cells from
HIV infected individuals generally express high levels of surface activation (CD38+HLA-DR
+), as well as chemokine receptors (CXCR3) and adhesion markers [37,44,45,46,47]. However,
HIV specific CSF T-cell responses have not been previously investigated together with neuro-
cognitive status. Using the UCSD associated HIV Neurobehavioral Research Program (HNRP)
comprehensive neurocognitive battery for evaluation of HAND, including adjustment for
norms, practice effects and metrics for change, we proposed to examine CSF T-cell responses
in a cohort of subjects initiating or changing ART regimens. The goals of the project were to
characterize cytokine expressing CD4+ and CD8+ T-cells in the CSF and their relationship to
CSF HIV RNA levels and NCI. We hypothesized that: 1) Cytokine expressing T-cells in CSF
might contribute to HAND, 2) Spontaneous T-cell cytokine expression would decline with
suppression of CSF HIV RNA in most subjects, but 3) Persistent NCI would be associated with
continued T-cell activation and might be enhanced in a subset of subjects with CD4 T-cell
immune reconstitution.
Methods
Participants and Study Design
Eligibility criteria for the project included adults between 18 and 65 years of age, HIV seroposi-
tivity, intent to initiate or change ART, and willingness to undergo the study procedures (lum-
bar puncture, phlebotomy, neurocognitive testing). The project was approved by the
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University of California Human Subjects Protections Program. All 31 volunteers provided
written informed consent. All subjects were medically and cognitively assessed prior to initiat-
ing or changing ART. The intent was to enroll 22 participants, 50% with NCI (GDS0.5) and
for all participants to be HIV RNA detectable (>40 copies/ml) at baseline. Study design includ-
ed two additional visits (at week 6 and 16) following change or initiation of ART. Because of
the modest budget for this exploratory (NIH R21) study, enrollment was linked to a parent
treatment study. As a result of linked enrollment, 31 subjects were screened and underwent
complete evaluation for this study but only 16/31 completed week 6 and 16 visits, for a total of
70 assessments in 31 adults. Visit number ranged from 1–3 visits per donor. Neurocognitive as-
sessments were performed at enrollment and week 16.
At all visits, peripheral blood mononuclear cells (PBMCs) were isolated using CPT tubes
(BD Vacutainer). CSF leukocytes were collected by centrifugation. PBMCs were drawn at all 70
visits and CSF T-cell intracellular cytokine (ICC) data were successfully acquired at 44 of the
70 visits, depending on whether lumbar puncture was successful and the number of cells recov-
ered. Additional assessments at each visit included point-of-care urine drug screening, blood
chemistry and complete blood count panels, HIV RNA quantification in CSF and plasma
(Roche Amplicor version 1.5), and quantification of soluble biomarkers in plasma and CSF
(TNFα, GM-CSF, IL-6, CCL2, CXCL10, soluble CD163, and soluble CD14 by either ELISA
(R&D Systems) or bead suspension array (Millipore)).
Intracellular cytokine assays
Measurement of intracellular cytokine expression after 6–24 hours culture with antigen is an
established method of assessing T-cell responses to HIV and other viruses [48,49]. Cell culture,
activation and antibody staining were done using a combination of protocols from BD FastIm-
mune kits (BD Biosciences, San Jose, CA) and Lamoreaux et al[50]. All samples were fresh (not
cryopreserved). After collection in CPT tubes (BD), PBMC were washed in phosphate buffered
sailine (PBS) and resuspended in culture media (X VIVO 15 media with 5% Human Serum
(Lonza)). After lumbar puncture, CSF cells were spun down, resuspended in culture media and
counted in trypan blue to determine viability. PBMCs were plated at 100,000 cells per well and
CSF cells at 5000–20,000 cells/well in V bottom 96 well plates in within 4 hours of collection.
Cells were cultured with anti-CD28,49d co-stimulatory reagent (BD) and HIV p24 (Protein
Sciences, 20 micrograms/well) or media as control. Brefelden A and Golgi Stop (both from
BD) were added after 2 hours of culture and plates cultured overnight (18 hours) at 37C, 5%
CO2. After culture, cells were washed (in plates) using staining buffer consisting of PBS supple-
mented with 0.1% bovine serum albumin (BSA) and 0.01% NaN3, fixed and permeabilized
using BD Perm 2, and then stained using antibody cocktails: CD4-PerCp Cy5.5, CD8-APC,
TNFα-PE, CD107a-FITC, IL-2-FITC, IFNγ-PE (all from BD biosciences) at 5–10% concentra-
tion depending on the antibody, in a total volume of 50μl. After 30 minutes incubation in the
dark at room temperature, cells were washed with staining buffer described above, transferred
to tubes, fixed with 1% paraformaldahyde and acquired on a FACS Calibur within 24 hours.
Data were analyzed using a Flow-Jo (TreeStar) analysis template designed for the study. Gates
for cytokine expression were synchronized in the template for each donor. Cytokine expression
gates were defined based on PBMC unstimulated expression levels for each cytokine or
CD107a and then applied to PBMC activated and all CSF files. Since constitutive cytokine ex-
pression was frequently higher in CSF than PBMC[51] and culture with antigen often reduced
spontaneous cytokine expression, spontaneous cytokine expression was not subtracted from
HIV p24 stimulated value, but remained in the database as “constitutive” cytokine expression.
Frequency and absolute cell number data were both present in the database and used to
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evaluate significance of percentage. All cytokine expression data shown in tables and figures
represent the square root of the percentage.
Neuropsychologic Assessments
Participants underwent comprehensive neurocognitive, neuromedical evaluations and a struc-
tured psychiatric examination. Examinations were performed by trained and certified HNRP
psychiatric staff at baseline and week 16 visits using standardized testing procedures. Details of
the neurocognitive battery are provided in Cysique et al[52] and Heaton et al[53]. Neurocogni-
tive impairment (NCI) status was defined by the global deficit score (GDS), a composite score
that estimates functioning in multiple cognitive domains (Verbal Fluency, Attention/Working
Memory, Speed of Information Processing, Learning, Delayed Recall, Executive Function, and
Motor Function) and ranges from 0–5, with values above 0.5 representing clinically significant
NCI. The GDS can be used as both a continuous and a binary variable[54]. Local norms for
each GDS evaluation were used to account for practice effect and to classify significant change.
Regression based change scores (for global NC impairment) were calculated for the 16 donors
with longitudinal data, as previously described[55].
Data Analysis Strategy
As described above, the intent of this study was to enroll a cohort (failing ART or ART naïve)
to examine the relationship between CSF T-cell cytokine expression and NCI in the context of
an anti-retroviral treatment study. However, the parent study screened and enrolled 8/31 indi-
viduals who were HIV RNA undetectable (<40 copies/ml) in both CSF and plasma at baseline
[56]. Since T-cell responses and activation should be stratified according to exposure to antigen
(in this case HIV) [30,37,57], the enrollment of HIV RNA suppressed individuals caused us to
alter the overall analysis strategy according to presence of detectable HIV RNA, including week
6 and 16 as independent visits in the cross sectional analyses of immune responses. Inclusion
of different numbers of visits per donor for was appropriate in this context because of the ex-
ploratory nature of the study, the scientific questions addressed, and the considerable effort in-
vested to acquire the CSF T-cell cytokine response data. The degree of variation in number of
visits was small (1–3/patient) and unlikely to lead to statistical bias. Studies of ex vivo T-cell re-
sponses/activation frequently include different numbers of evaluations when HIV RNA levels
are dynamic, since within donor variation is usually greater than between donor variation and,
in a dynamic system, additional data points contribute to a more accurate picture (See Anto-
nelli et al and Shacklett et al). In this study, 3/16 longitudinal subjects had higher HIV RNA
levels at week 6 or 16 than at baseline and we saw no rationale for excluding those visits from
the HIV RNA detectable dataset. Cross sectional approach also allowed us to combine the HIV
RNA undetectable visits at enrollment and follow-up. This policy was unlikely to lead to con-
founding over-representation from individual suppressed subjects since 2/4 of the baseline un-
detectable subjects became detectable at week 6 or 16 and those with sustained suppression
usually had<20,000 T-cells in CSF. In contrast to immunologic assays, neurocognitive evalua-
tions are performed In Vivo, subject to practice effect, do not vary directly with HIV RNA
level, and are conventionally limited to a single evaluation per interval. NC assessments were
only performed at enrollment and week 16 to minimize practice effects and biological data for
week 6 were linked to week 16 NC scores. In respect to repeated measures concerns, and to
demonstrate that the CD8+T-cell associations were significant using either a single or multiple
visit analysis approach, the longitudinal analyses compared immunology and neuropsychology
results using one visit at baseline and one week 16.
CD8+IFNγ+ T-Cells in CSF Contribute to HAND
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Statistical Analyses
Statistical analyses were performed in JMP (version 9, SAS publishing, Cary, NC) and R. Vari-
ables with skewed distributions were transformed to improve symmetry. When transformation
did not sufficiently improve distributions to meet assumptions for parametric statistical
tests, non-parametric tests were used. For instance, between-group differences in intracellular
cytokine expression or lytic marker levels was analyzed using a non-parametric two-tailed
Mann-Whitney test or t-test depending on normality of the distribution. Comparisons with
categorical variables with more than two levels were performed using analysis of variance.
Paired tests were performed when comparing data from the blood and CSF compartments
from the same individuals or when performing longitudinal analyses. Between-group compari-
sons of categorical data (e.g., detectable vs. undetectable HIV RNA) were performed using the
Fisher’s Exact test. Linear regression was used to analyze the relationships between
continuous variables.
Ethics Statement
All samples and data were collected, assayed, and stored according to good clinical practice and
to guidelines from the University of California, San Diego Human Subjects Protections Program.
Written consent was obtained from all study participants. No adverse events were reported.
Study ethics, including potential risks and benefits are an integral part of IRB approval at UCSD.
Results
Cohort: Demographic and Disease Characteristics
Cohort characteristics are shown in Table 1. Follow-up data were available for 16 of the 31
study participants after initiation (6) or change (10) in ART. Peripheral blood, HIV RNA levels
and soluble cytokines were evaluated at 70 visits, with CSF T-cell cytokine data collected at 44/
70 visits (the number of visits ranged from 1–3/participant). ART regimens were heterogenous,
consisted of 3–6 antiretroviral agents and are described in the parent study [56]. As described
above in the data analysis section, the original intent was to recruit HIV RNA detectable partic-
ipants. However, the parent study enrolled nearly 1/3 HIV RNA undetectable (HIV RNA< 40
Table 1. Cohort Characteristics.
Cohort HIV+ Donors (n = 31)
Age Median 48 (22–67*)
Edu Yrs Median 14 (6–16)
Gender 97% M (1F)
CD4 plasma Median 406/mm3 (58–1307)
Plasma HIV RNA Median 50 c/ml (<40–148,242)
CSF HIV RNA Median 44 c/ml (<40–64,606)
% HIV RNA<40 CSF&PL: 26% (8), CSF: 39% (12)
CSF cells Median 4320/ml (110–27,400)
On ART 77% (24/31)
ART Naïve 23% (7/31)
GDS Median 0.44 (0–1.72)
% GDS> = 0.5 45% (14/31)
*range
doi:10.1371/journal.pone.0116526.t001
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copies/ml) subjects. While enrollment of HIV RNA suppressed patients facilitated our ability
to investigate mechanisms of immunopathogenesis when HIV RNA is suppressed, presence of
both HIV RNA detectable and suppressed subjects at enrollment led us to stratify T-cell re-
sponses (contingent on presence of HIV proteins) across all visits except for
longitudinal analyses.
Comparisons of T-cell cytokine expression in CSF and PBMC
A number of reports suggest that the frequency of activated and IFNγ expressing T-cells in the
CSF is higher than in peripheral blood [37,45,51]. Comparisons of T-cell cytokine and lytic
marker expression for our cohort are shown in Fig. 1 and Table 2. Fig. 1 shows paired HIV p24
induced CD4+ IFNγ responses in PBMC and CSF from a representative subject. Although the
absolute number of cells in the CSF and the IFNγ gate is lower, the percentage of CD4 T-cells
expressing IFNγ in CSF (6.4% in the gate) was more that triple the percentage in the blood
(1.77%). The pseudo-color plots also illustrate that that the intensity of IFNγ expression was
similar (Y axis) and the same gates could be used for CSF and peripheral blood. Comparison of
CSF and PBMC constitutive and HIV p24 induced CD107a, TNFα, IL-2, and IFNγ expression
at the 44 patient visits with CSF cell data is shown in Table 2. Median responses shown in the
table were not transformed to illustrate actual frequencies, but significance testing used square-
root transformed values and paired non-parametric two-tailed Mann-Whitney test. CD4+ T-
cell IFNγ, TNFα, and IL-2 responses were significantly higher in CSF compared to blood. Con-
stitutive CD4+CD107a expression was not higher in CSF, although the association trended in
the same direction. CD8+ T-cell expression was higher in CSF for constitutive and HIV p24 in-
duced IFNγ and IL-2, but not for lytic marker CD107a or constitutive TNFα.
Association of NCI with CSF CD8+ T-cell cytokine expression at higher
levels of CSF HIV RNA
To investigate the relationship between CSF T-cell cytokine responses and HIV RNA level and
determine whether NCI subjects differed from unimpaired subjects, CD4+ and CD8+ T-cell
Fig 1. The frequency of HIV specific CD4 T-cells expressing IFNγ in the CSF was higher than in
peripheral blood. PBMC (1a) and CSF (1b) cells from the same HIV+ donor were cultured overnight with
HIV p24 antigen and stained for intracellular IFNγ expression.
doi:10.1371/journal.pone.0116526.g001
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cytokine responses were compared at 3 different HIV RNA levels: undetectable, 40–400, and>
400. Selection of these categorical levels was based on the lower limit of quantitation (LLQ) for
our HIV RNA assay (40 copies/ml) and the median HIV RNA level (381 copies/ml, or approxi-
mately 400) among subjects who had HIV RNA levels above the LLQ. Since preliminary analy-
ses indicated that patterns were consistent for the 3 cytokines, CD8 T-cell TNFα, IFNγ, and IL-
2 responses were combined (and not differentiated) in Fig. 2. Data groups were compared using
a Wilcoxon Rank Sum test. Based on antigen dose response curves, we predicted a shallow bell
shaped curve with peak responses at HIV RNA 40–400 copies/ml and lower responses when an-
tigen (HIV) was undetectable or>400 c/ml. Such a pattern was observed for the non-impaired
subjects (Fig. 2, triangles). However, the relationship differed for NC impaired subjects (circles):
T-cell cytokine responses increased with HIV RNA level (<40 to>400c/ml, p = 0.0004). As a
result, CD8 T-cell cytokine responses of participants with NCI were significantly higher com-
pared to those of unimpaired participants at higher levels of CSF HIV RNA (>400 c/ml,
p<0.0001). These findings suggest that NCI is more likely in individuals whose CD8+ T-cells re-
spond to increasing HIV levels with correspondingly higher TNFα, IFNγ and IL-2 expression.
This observation was specific to CD8+ T-cell cytokine responses: CD4+ T-cell cytokine re-
sponses of impaired and unimpaired subjects both increased as a function of CSF HIV RNA.
Lymphocyte subsets, cytokine expression and soluble activation
markers in blood and CSF cells from NCI and unimpaired participants
To identify characteristics of T-cell responses associated with NCI, all participant visits were
separated on the basis of GDS score (0.5,<0.5) at date of visit and compared in Table 3. Neu-
rocognitive impairment was significantly associated with lower CD4+ T-cell levels, higher lev-
els of CD8+ T-cells, a low CD4+/CD8+ ratio, and higher/detectable HIV RNA levels in CSF.
With respect to T-cell function, constitutive CD8+ TNFα, IFNγ, and IL-2 expression levels
were each significantly higher at impaired visits, compared to non-impaired visits. In contrast,
Table 2. T-cell cytokine expression is often higher in CSF than in peripheral blood.
Condition Cell/marker Median% CSF Median% PBMC Wilcoxon (paired) (sqrt)*p =
Constitutive CD4+CD107a+ 0.53 0.32 0.2534
HIVp24 CD4+CD107a+ 0.69 0.30 0.0409
Constitutive CD4+TNFα+ 2.09 0.26 .0007
HIVp24 CD4+TNFα+ 2.90 0.60 <.0001
Constitutive CD4+IFNγ+ 1.41 0.18 <.0001
HIVp24 CD4+IFNγ+ 2.18 0.34 <.0001
Constitutive CD4+IL-2+ 2.30 0.39 <.0001
HIVp24 CD4+IL-2+ 3.20 0.41 <.0001
Constitutive CD8+CD107a+ 0.12 0.12 0.3575
HIVp24 CD8+CD107a+ 0.32 0.23 0.4723
Constitutive CD8+TNFα+ 0.43 0.18 0.1616
HIVp24 CD8+TNFα+ 0.51 0.17 0.0474
Constitutive CD8+IFNγ+ 0.91 0.30 0.0007
HIVp24 CD8+IFNγ+ 1.02 0.31 0.0002
Constitutive CD8+Il-2+ 1.48 0.27 0.0002
HIVp24 CD8+Il-2+ 2.30 0.26 <.0001
*For analysis, percent positive values were square-root transformed
doi:10.1371/journal.pone.0116526.t002
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CD8+ CD107a (lytic marker) expression tended to be lower at impaired visits, although the as-
sociation was not statistically significant. Neither soluble CD14 nor CD163 (markers of mono-
cyte activation) were significantly higher in CSF or plasma at impaired visits.
Correlates of NC impairment when HIV is detectable in CSF
T-cell cytokine expression within a 24 hour in vitro culture is dependent on recent exposure to
HIV proteins and declines following suppressive ART. Dependence on HIV proteins predicts
that associations between T-cell responses and NCI would be different in the HIV RNA/pro-
tein detectable and undetectable conditions. To address this prediction, CSF T-cell responses
were examined at CSF HIV RNA detectable (> = 40 copies/ml) and undetectable (<40 copies/
ml) visits, and T-cell cytokine and lytic markers correlated with NC function, using the GDS as
a continuous variable within each data subset. Significant findings are shown in Table 4 and
Figs. 3,4,5 and 6. Detectable HIV RNA in CSF was associated with: lower plasma CD4 T-cell
levels, higher plasma CD8+ T-cell levels, lower plasma CD4/CD8 ratios, higher levels of CSF
CXCL10, thought to be the major chemo-attractant for T-cells, and significantly higher levels
of constitutive CD4+ and CD8+TNFα expression in the CSF (Table 4).
Linear regression was used to identify the relationships between T-cell responses and GDS at
CSF HIV RNA detectable and undetectable visits. While the level of NCI was not significantly
different in the HIV detectable and undetectable conditions, the T-cell correlates differed. When
HIV RNA was detectable in CSF, constitutive CSF CD8+ IFNγ, CD8+IL-2 expression and solu-
ble CSF CD163 [58] correlated positively with worse NC functioning (Table 4, Fig. 3a). Since
CD8+ IFNγ (or IL-2) and sCD163 did not correlate with one another: (R2 = 0.05) we
Fig 2. CD8+ T-cells from NC impaired subjects expressed increased levels of constitutive and p24 induced IFNγ, IL-2, and TNFα at higher CSF HIV
RNA levels (>400 copies/ml). Constitutive and HIV p24 antigen induced CSF CD8+ IFNγ, IL-2, and TNFα expression by normal (triangles) and
neurocognitive impaired (circles) subjects were compared at 3 CSF HIV RNA levels. Expression levels were square root transformed. Differences between
impaired and unimpaired subjects were significant at higher HIV RNA levels (>400 copies/ml) in CSF (WRS =Wilcoxon Rank Sum p<0.001)
doi:10.1371/journal.pone.0116526.g002
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Table 3. Neurocognitive impairment is associated with a low CD4/CD8 ratio in plasma and higher
CD8+T-cell cytokine expression in CSF.
Measure (median) Non-impaired Impaired t-Test
Visits N = 42 N = 28 p =
GDS 0.183 0.657 ————
CD4 PL 471 406 0.027
CD4% PL 27 20 0.002
CD8 PL 778 1166 0.011
CD8% PL 44 59 <.001
CD4/CD8 PL 0.67 0.33 0.001
On ART 32/42 20/28 .78 (FET)
HIV RNA CSF <40 48 0.035
CSF RNA >40 (%) 22/42 (52%) 17/28 (61%) .642 (FET)
HIV RNA PL 61 141 0.845
*sCD163 CSF pg/ml 5.4 6.3 0.264
*cCD8+TNFα+ (%) 0.56 0.87 0.030
*cCD8+IFNγ+ (%) 0.86 1.06 0.010
*cCD8+Il-2+ (%) 0.95 1.83 0.053
*cCD8+CD107a+(%) 0.64 0.22 0.155
*cCD8+CD107a+PB 0.60 0.39 0.076
*square root transformed
c = constitutive
All IC cytokine percentages are CSF unless marked “PB”
doi:10.1371/journal.pone.0116526.t003
Table 4. Division of data according to CSF HIV RNA detectability reveals distinct CD8 T-cell and
monocyte inflammatory responses correlations with NC impairment in the HIV RNA detectable and
HIV RNA undetectable conditions.
Measure HIV RNA>40 HIV RNA<40 t- Test
Total visit N = 36 N = 34 p =
GDS median 0.44 0.44 0.479
Age median 43 52 0.007
CD4 PL median 399 509 0.005
CD4% PL median 21.9 23.8 0.039
CD8% PL median 55.6 43.5 <0.001
CD4/CD8% PL median 0.4 0.6 0.007
On ART 20/36 31/34 0.001 (FET)
HIV RNA PL median 256 0 0.034
CXCL10 CSF median 2850 1411 0.006
*%CD4+TNFα+ median 2.3 1.5 0.050
*%CD8+TNFα+ median 1.0 0.7 0.034
*GDS vs sCD163 r = 0.42 r = -0.01 0.004, 8**
*GDS vs c.%CD8+IFNγ+ r = 0.59 r = 0.33 0.004, 16**
*GDS vs p24.%CD8+IFNγ+ r = 0.05 r = 0.53 0.5, 0.05**
*values were square root transformed
** P value from ANOVA
doi:10.1371/journal.pone.0116526.t004
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hypothesized that the severity of neuroinflammation and cognitive dysfunction resulted from a
combination of activated macrophages (sCD163) and CD8+ T-cell IFNγ expressing T-cells in
the CNS (Fig. 5a), either a little of one and more of the other, or moderate levels of both. To
evaluate this hypothesis, a composite variable was calculated by summing sCD163 and constitu-
tive CD8+IFNγ expression. Plotting the composite variable against NCI (GDS) yielded a strong
associated (r = 0.82, Fig. 5b). A further, multivariable analysis confirmed independence of
sCD163 and constitutive CD8+IFNγ expression and their synergistic contribution to NCI p =
0.00004. While the correlation between severity of NC impairment and monocyte/macrophage
activation was expected based on published evidence [8,58], the strong and independent contri-
bution by CD8+ IFNγ + T-cells identified here suggests that CD8+ IFNγ+ T-cells cells play a
central role in the neuropathogenesis of HAND.
In contrast to CD8+ IFNg expression, CD4+ and CD8+ T-cell CD107a lytic marker expres-
sion correlated with absence of NCI. (Table 4, Fig. 3b). We hypothesized that CD8+CD107a+
T-cells specifically lyse HIV infected cells in the brain, limiting HIV replication, without ex-
pression of inflammatory factors such as IFNγ. We also found that CD8+CD107+ responses
were dependent on low HIV antigen levels (<3 logs in CSF, Fig. 4a) and higher CD4 T-cell lev-
els in plasma>400/μl (Fig. 4b), both characteristic requirements of functional CD8+CTL
[23,59].
Correlates of NC function when HIV is undetectable in CSF
While HIV RNA suppression by ART halts and reverses CD4 loss, ART frequently fails to re-
verse HAND. One possible reason for persistent HAND is that some antiretroviral drugs don’t
distribute into the CNS in therapeutic concentrations [60]. A non-mutually exclusive explana-
tion is that, once initiated, neuopathogenic host responses become self perpetuating. To ad-
dress the latter possibility, we asked whether specific CSF T-cell ratios or functions were
Fig 3. When HIV RNAwas detectable in CSF, constitutive CD8+IFNγ and IL-2 expression correlated positively with NCI (Fig. 3a) and CD4+ and CD8
+CD107a expression correlated negatively with NCI (3b) Percent cytokine (3a) or lytic marker (3b) expression were plotted as a function of
neurocognitive global deficit score (GDS). Expression levels and GDS were square root transformed. a: When HIV RNA was detectable in CSF, there
was a positive correlation between constitutive CSF CD8+IFNγ (solid line, diamonds r = 0.57, p = 0.004) and IL-2 expression (dotted line, circles r = .49,
p = 0.01) and NCI. b: In contrast, CSF CD4+CD107a+ (solid line, triangles r = 0.49, p = 0.001) and CD8+CD107a (dotted line, circles r = .44, p = 0.004)
expression were negatively associated with NCI.
doi:10.1371/journal.pone.0116526.g003
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associated with NC impairment when CSF HIV RNA was undetectable. The data shown in
Table 4 (right column) and Table 5 represents cytokine expression data from 20 individuals
who were HIV RNA undetectable in CSF at date of visit (24 visits). As shown in Table 4, the ro-
bust correlation between constitutive CSF CD8+ IFNγ expression and NC functioning weak-
ened when CSF HIV RNA was undetectable. This would be expected: in the absence of HIV
Fig 4. Constitutive and HIV p24 induced CD8+CD107a expression (lytic activity) in CSF and peripheral
blood were only detected when HIV RNA levels were<1000 copies/ml and CD4 levels were>400/μl. a:
The percentage of HIV p24 induced CD4+ (solid diamond) and CD8 (open circle) and constitutive (cCD107a)
CD4+ (open triangle) and CD8+ (x) expression in CSF were plotted as a function of log HIV RNA in CSF.
CD107a expression>1%was only detected when HIV RNA was<1000 copies/ml. b: The percentage of
constitutive CD8+CD107a+ in CSF was plotted as a function of plasma CD4 levels. CD8+CD107a
expression>1%was detected when CD4 levels were>400/μl. Cytokine expression and CD4 levels were
square root transformed.
doi:10.1371/journal.pone.0116526.g004
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antigen, HIV specific CD8+ cells revert to a resting state and require re-exposure to HIV anti-
gen to express cytokines. This expectation correctly predicted the significant correlation be-
tween HIV p24-induced CD8+ IFNγ expression and NC functioning at the CSF HIV RNA
undetectable visits, shown in Table 4 and Fig. 6b. An association between percent of CD8+ T-
cells in CSF and NC functioning was also detected (Fig. 6a). Together, the findings suggest that
when HIV RNA is suppressed in CSF, NC impairment is related to a higher frequency of HIV
specific CD8+ T-cells with the potential to migrate into the brain and express IFNγ should
they encounter HIV proteins.
Comparison of NCI and unimpaired visit T-cell responses when CSF HIV
RNA is suppressed
To further characterize immune/inflammatory measures that persist despite effective ART, the
HIV RNA undetectable visits were categorically divided into (NCI = GDS0.5) and unim-
paired (GDS<0.5) visits (Table 5). Consistent with the linear association in Fig. 6a, NCI was
categorically associated with higher CD8+ T-cell levels in CSF and plasma, suggesting that al-
though HIV RNA is apparently suppressed, a relatively low CD4 T-cell level or ratio may per-
petuate the pathogenic CD8+IFNγ phenotype. Higher CSF levels of CCL2 and CXCL10 were
associated with the absence of NCI in these HIV RNA suppressed subjects, possibly related to
the ability of these beta chemokines to attract HIV-p24 specific CD4+ and CD8+CD107a lytic
cells (associated with less NCI in Table 5) into the brain. Myeloid cell activation markers
sCD14 and sCD163 remained higher at impaired visits, although only sCD14 levels reached
significance. In summary, the data suggest that when HIV RNA is suppressed, NCI is associat-
ed with lower levels of CXCL10 and CCL2.
Fig 5. CD8+IFNγ + expression and soluble CD163 in CSF represent two significant and independent correlates of NCI (5a). The composite
association is stronger than either alone (5b). a: The percentage of constitutive CSF CD8+IFNγ expression (solid circles, dotted line, r = 0.59 p = 0.004)
and soluble CSF CD163 (open diamonds, solid line, r = 0.42, p = 0.004) were plotted as a function of neurocognitive global deficit score (GDS). b: The
percentage of constitutive CSF CD8+IFNγ expression and pg of soluble CSF CD163 were summed for visits at which both values were available and the
composite score plotted as a function of neurocognitive GDS (solid triangles, r = 0.83, p<0.0001). Expression levels and GDS were square root transformed.
doi:10.1371/journal.pone.0116526.g005
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Relationship between CXCL10, NCI and types of T-cell responses
One goal of this study was to investigate the dynamics between beta chemokine levels and pres-
ence of T-cell populations into the CSF. Higher levels of CSF CXCL10 were associated with
NCI when HIV RNA was detectable, consistent with CXCL10 mediated attraction of CD8+
IFNγ+ cells into the brain and NCI outcome. However, we also detected an association between
Fig 6. When HIV RNA is suppressed, the percent of CD8+ T-cells in CSF (6a) and the percent of HIV
specific CD8+ IFNγ+ T-cells in CSF (6b) both correlate with severity of NCI (GDS). a, b:When HIV RNA
was suppressed in CSF, CD8+ T-cells (6a: r = 0.66, p = 0.002) and HIV p24 induced CD8+ T-cell IFNg
expression (6b: r = .53, p = 0.02) correlated positively with NCI (GDS). Cell numbers, expression levels and
GDS were square root transformed.
doi:10.1371/journal.pone.0116526.g006
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absence of NCI, higher levels of CXCL10 and CD8+ CD107a expression when HIV was sup-
pressed (Table 5). To better understand these seemingly contradictory findings, the data were
viewed graphically by plotting best-fit curves for CXCL10, CD8+ IFNγ + and CD8+CD107a+
T-cells as a function of NC status (Fig. 7), with the dotted line indicating the cut-off for signifi-
cant NCI. The best fit curve for CXCL10 shows high levels of CXCL10 are detected both in un-
impaired and highly NCI states, the CXCL10 levels in unimpaired donors correlating with
CD107a+ CD8+ T-cells and CXCL10 levels in impaired subjects correlating with CD8+ IFNγ
expression. Viewed in this format, the data suggest that that both types of T-cells may be re-
cruited into CSF by a CXCL10 gradient, with the effect on CNS inflammation and cognition
depending on the functional phenotype (ie IFNγ or lytic CD107a) of CD8+T-cells available
within the host.
Effects of ART initiation/change on T-cell responses
We initially hypothesized that spontaneous T-cell cytokine expression would decline with sup-
pression of CSF HIV RNA in most subjects, but persistent NCI would be associated with con-
tinued T-cell activation and might be enhanced in a subset of subjects with CD4 T-cell
immune reconstitution. We attempted to address these questions by comparing baseline to
week 16 evaluations, although the longitudinal analysis was limited to 16 subjects. The virolog-
ic status and T-cell levels are shown in the top half of Table 6. Effects of initiation (6) or change
(10) of ART were predictable: HIV RNA levels declined and plasma CD4 levels rose at follow-
up, but some changes did not reach significance, (probably a consequence of heterogeneous en-
rollment). GDS did not change between baseline and follow-up: six individuals met criteria for
NCI at baseline and six at follow-up, with two becoming impaired and two becoming unim-
paired. None of the subjects met criteria for immune reconstitution syndrome. Overall, base-
line associations were similar to those detected in the HIV RNA detectable analysis (Table 4):
there was a positive correlation between NCI and constitutive CSF CD8+ IFNγ + (r = 0.7,
p = 0.01) and a negative correlation between CD107a lytic marker expression and severity of
NCI (r = 0.45, p = 0.05).
Table 5. When HIV RNA is suppressed, NC impairment is associated with higher CD8+ T-cell levels, higher CD14 levels, lower T-cell lytic
activity and lower beta chemokine levels in CSF.
Measure Non impaired (Median) Impaired (Median) t-Test p =
visits N = 20 N = 10
GDS 0.2 0.7
CD4 PL 613 440 0.370
CD8% PL 37.8 60.0 0.009
On ART 18/20 10/10 0.54 (FET)
sCD14 CSF(log) 4.94 5.19 0.046**
*sCD163 CSF 5.4 6.1 0.764
*CXCL10 CSF 1429 745 0.022
*CCL2 CSF 914 804 0.042
*CD8% CSF 6.1 7.6 0.006
*p24.CD4+CD107a+ 1.3 0.4 0.051
*p24.CD8+CD107a+ 0.9 0.3 0.026
*Square root transformed,
**wilcoxon rank sum comparison
doi:10.1371/journal.pone.0116526.t005
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Although plasma and CSF HIV RNA levels declined at follow-up, some subjects were incom-
pletely suppressed and HIV RNA level in CSF correlated with severity of NCI at follow-up. As
predicted, constitutive CD8+ IFNγ and IL-2 expression decreased at follow-up. Negative corre-
lations between CD4+ TNFα, IFNγ, and NCI were observed at the follow-up visit, suggesting
that increased CD4 activation following HIV RNA suppression might be associated with benefi-
cial effects on cognition. Overall, the longitudinal findings confirmed the positive relationship
between CD8+ IFNγ expression and the negative correlation between CD8+CD107a+ and NCI
detected in the cross sectional analyses.
Predictors of NC decline
Regression based change scores were calculated to identify predictors of NC decline for the 16
patients with longitudinal data. Eight of sixteen donors were neurocognitively stable, 2 im-
proved and 6 declined. Baseline cytokine responses and clinical measures (HIV RNA, CD4,
CD8+ levels) of “decliners” were compared to stable/improved study participants in Table 7.
The only significant predictor of NC decline was higher HIV p24 induced CD8+ IFNγ expres-
sion. Decliners also trended toward having lower CD4+ T-cell percentages (p = 0.07).
Discussion
CSF and PBMC CD4+ and CD8+ T-cell spontaneous and antigen (HIV p24) induced intracel-
lular cytokine and lytic marker expression were measured in a cohort of HIV infected study
participants with defined NC status. T-cell responses were analyzed from several perspectives:
Fig 7. Neurocognitive outcome (GDS) can be viewed as a function of levels of chemoattractant
(CXCL10) in CSF combined with the phenotype of CD8+ T-cells (CD107a or IFNγ+) available for
recruitment into the CNS.Using all patient visits, best fit lines/curves for constitutive CSF CD8+CD107a (r =
0.28 p = 0.05), CD8+IFNγ expression (r = 0.47 p = 0.001) (both left axis), and CSF CXCL10 (r = 0.51 p =
0.004) (right axis) were plotted as a function of neurocognitive GDS. The dotted line indicates the
conventional cut-off for clinically significant NCI, crossing near the inflection point for CXCL10 and the
intersection of falling CD107a levels and rising CD8+IFNγ expression. CD8+T-cell expression levels,
CXCL10, and GDS were square root transformed.
doi:10.1371/journal.pone.0116526.g007
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First, CSF and PBMC cytokine responses were compared, showing that levels of CD4+ TNFα,
IL-2, IFNγ, and CD107a and CD8+ IL-2, IFNγ, but not TNFα or CD107a were higher in CSF
than in PBMC. This observation is consistent with published reports of elevated activation
markers (CD38, HLA-DR, and CXCR3) on the surface of CSF cells from HIV infected individ-
uals [37,44,47]. High levels of T-cell cytokine expression in CSF relative to PBMC may reflect
increased migration of activated cells into compartments in general since genital tract T-cells
are also more activated compared to those in the periphery[61]. Presence of CD8+ IFNγ ex-
pressing T-cells in CSF is emerging as a common mechanism of neuropathogenesis. Guinti
Table 6. Longitudinal analysis confirms correlation between NC impairment and CD8+IFNγ+
(positive) and lytic activity (negative) at baseline and reveals positive association between NC
impairment and residual HIV RNA in CSF at follow-up.
Median (N = 16) Baseline Follow-up:6,16 prt-Test p =
*GDS 0.33 0.44 0.487
HIV RNA CSF 509 0 0.109
% HIV RNA CSF>40 69% 34% .04 (FET)
HIV RNA PL 9488 48 0.0004
% HIV RNA PL>40 69% 69% NS
*CD163 CSF 5.5 5.5 0.972
CD4 385 465 0.299
CD8% 57 49 0.297
CXCL10 CSF 2891 1667 0.062
*cCD8+IFNγ+% 0.56 0.41 0.003
*cCD8+Il-2+% 1.20 0.43 0.041
Regression (CSF) r = r = Sig.ANOVA
GDS vs *cCD4+CD107a+ -0.45 -0.08 0.05, NS
GDS vs *cCD8+IFNγ+ 0.70 -0.05 0.01, NS
GDS vs *p24.CD4+IFNγ+ -0.05 -0.39 NS, 0.03
GDS vs *p24.CD4+TNFα+ -0.15 -0.42 NS, 0.01
GDS vs *HIV RNA CSF .30 .38 NS, 0.02
c = constitutive
*square-root transformed
doi:10.1371/journal.pone.0116526.t006
Table 7. The most significant predictor of neurocognitive decline was higher CD8+IFNγ response to
HIV p24 antigen at baseline.
Measure Stable/ Improved (10) (BL Median) Declined (6) (BL Median) t-Test p =
CD4 in PL 450 317 0.12
CD4/CD8 in PL 0.44 0.27 0.18
*%CD4+ in CSF 5.4 3.6 0.07
CSF RNA >40 50% 100% 0.09
*cCD8+IFNγ+ 0.69 1.79 0.10
*cCD8+Il-2+ 0.85 2.66 0.10
*p24.CD8+IFNγ+ 0.73 1.56 0.02
c = constitutive
*square root transformed
doi:10.1371/journal.pone.0116526.t007
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et al[51] detected high spontaneous IFNγ expression by CSF CD8+T-cells from patients with a
variety of neuroinflammatory diseases, including Multiple Sclerosis.
As expected, HIV antigen levels in CSF influenced levels of constitutive and HIV p24 in-
duced T-cell cytokine responses. Peak CD8+T-cell cytokine responses of non-impaired sub-
jects were detected at low HIV RNA levels and suppressed at CSF HIV RNA>400 copies/ml.
In contrast, CSF CD8+ responses of NCI individuals increased with HIV RNA levels. The host
or viral characteristics that enable T-cell cytokine expression in the face of high or persistent
antigenemia remain to be identified, but could result from absence of regulatory T-cells, failure
of other feedback mechanisms, or viral genotype. In contrast to cytokine response, lytic T-cell
activity (CD8 CD107a expression) was suppressed at high HIV RNA levels in all subjects.
In cross sectional analysis, CSF T-cell cytokine responses were separated according to pres-
ence or absence of CSF HIV RNA (HIV antigen) at the visit date. CSF intracellular cytokine,
lytic markers, and soluble biomarkers all tended to be higher when CSF HIV RNA was>40
copies/ml and significant correlations (r = 0.57) between constitutive CD8+ IFNγ expression
and NCI were detected. The association between constitutive (rather than p24 induced) CD8+
T-cell response and NCI when HIV RNA was detectable is consistent with expectations: in the
presence of active HIV replication, HIV specific CD8+ T-cells would be activated, expressing
TNFα, IFNγ and IL-2 and would be detected as constitutive cytokine expressing CD8+ T-cells.
T-cells already expressing cytokines are often refractory to additional HIV antigen induced ac-
tivation, explaining the relatively weaker correlation between HIV p24 induced IFNγ expres-
sion and NCI when HIV RNA was detectable in CSF.
Myeloid cell activation in CSF, measured by sCD163, also correlated with NCI when HIV
RNA was detectable (r = 0.54), consistent with reports from several groups[8,58]. Most signifi-
cantly, addition of the myeloid CD163 and CD8+ IFNγ response data yielded a composite vari-
able with a strong association with NCI (r = 0.82). This suggests that during ongoing HIV
replication, both CD8+IFNg expressing T-cells and activated myeloid cells contribute
to neuropathogenesis.
In contrast to CD8+IFNγ expression, CD107a expression was negatively correlated with se-
verity of NCI. This neuroprotective association was detected for CD8+, CD4+, CSF and PBMC
CD107a+ T-cell population responses. Since CD107a is a marker of cytolytic activity, our
working hypothesis is that CD107a+ T-cells may be capable of killing HIV infected macro-
phages or microglia in the CNS with minimal inflammation and damage to bystander neurons
and astrocytes (and no IFNγ expression). However, CD8+CD107a activity (>1%) was detect-
able under limited conditions: presence of higher CD4+ T-cell levels (>400 CD4/μl and low
viral loads (<1000 copies/ml). Since CD8+ (and not CD4+) T-cells enter the brain, the require-
ment for CD4+ support for CD8+CD107a lytic activity may explain why low CD4+ T-cell
nadir, high CD8 levels, and low CD4+/CD8+ ratio are often associated with NCI. Future stud-
ies will examine expression of other lytic markers: perforin, granzyme B and chemokine recep-
tors on CSF T-cells [24,62,63].
Although this study is the first to differentiate between CD8+ T-cell phenotypes as either
potentially protective (CD107a+) or pathogenic (IFNγ+) with respect to HAND, both observa-
tions are compatible with findings regarding systemic HIV disease status or progression.
Cytoytic CD8+CD107a+, perforin, and granzyme B expressing cells are elevated in human
“elite controllers” and destroy virus-infected cells in vitro [29,62,64]. Consistent with our find-
ings that expression of CD8+CD107a was dependent on low virus load and a minimal CD4+T-
cell level, evidence suggests that systemic T-cell cytolytic function is sensitive to both HIV
RNA and CD4+ T-cell levels [59,65]. Our observations that low CD4/CD8 ration is associated
with NCI is also consistent with systemic predictors of poor prognosis[66]. Although CD8+
IFNγ expression does not appear to be associated with systemic pathogenesis, there is a
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growing body of evidence indicating that it cannot be considered a correlate of viral control
[29,62,67,68].
In spite of limited evidence concerning a role for T-cells in HAND, several studies identified
IFNγ as an instigator of CNS pathogenesis. Soluble IFNγ has been detected in the CSF and
CNS of HIV infected, NCI individuals[15,51] and can mediate toxicity in the CNS by inhibiting
beta-catenin signaling in astrocytes [69] as well as by induction of CXCL10. In one study, HIV
infection of mixed brain cell cultures In Vitro caused minimal neuronal toxicity, but addition
of IFNγ triggered the CXCL10 pathway and neuronal death[15]. However, detection of IFNγ
in CSF and brain of HIV infected humans has been controversial since myeloid cells and neu-
rons do not make IFNγ and astrocytes only express IFNγ under ischemic stress [70]. Thus, crit-
ics have questioned studies implicating IFNγ because existing models of pathogenesis did not
include a accepted cellular source. Presence of CD8+IFNγ+ T-cells in CSF, as described here,
could explain the presence of IFNγ and we intend to stain for of CD8+IFNγ+ T-cells and NK
cells in stored brain sections. In non-human primates, both CD8+T-cells and NK cells have
been detected in brain tissue of SIV infected macaques [21].
Our findings presented here in no way contradict previous studies[1]. The initial focus on
myeloid cells as the cellular source of neuropathogenic mediators was based on the absence of
CD3+ T-cells in HIV Associated Dementia (HAD) brains autopsied in the pre ART era. Overt
HAD occurred at advanced stages of immunosuppression when CD8+ as well as CD4+ T-cells
were severely depleted. The absence of T-cells in immunodefficient HAD brains does not ex-
clude potential involvement of T-cells in CNS pathogenesis of less immunosuppressed hosts.
In fact, in the ART era, CD8+ T-cells have been the predominant infiltrating cell population
detected in the CNS of patients who have come to autopsy diagnosed with HIV related im-
mune reconstitution inflammatory syndrome (IRIS) [35,71,72,73,74]. The correlation between
CD8+ T-cells and NCI identified in this study, considered together with detection of CD8+T-
cells in the CNS in patients diagnosed with CNS IRIS raises the possibility that HIV associated
neuropathogenesis diagnosed as IRIS or CD8+ T-cell encephalitis [75] might represent pro-
gressive migration of CD8+IFNγ+ T-cells into the CNS in a setting in which ART prevents se-
vere immunosuppression, rather than a paradoxical response specifically triggered by ART.
Future investigation will assess numbers and types of CD8+ T-cells in brain tissue from sub-
jects with and without HAND to determine association with pre mortem NCI.
Lymphocytes are thought to be attracted into the CSF by viral antigens and beta chemokines
secreted from as a consequence of HIV infection of the CNS. CXCL10, which attracts T-cells
and monocytes expressing CXCR3 can be induced by IFNγ and is made by numerous cell
types in the CNS, including microglia and astrocytes [76]. In our study, beta chemokines
CXCL10 and CCL2 were present at higher levels in CSF when HIV RNA was detectable and
there was a linear correlation between CXCL10 in CSF and CSF HIV RNA level (r = 0.44,
p = 0.001). However the relationship between CSF CXCL10, T-cell responses, and NCI was
complex. High CXCL10 levels were detected in CSF of individuals at both extremes of neuro-
cognitive functional spectrum (minimally impaired and highly impaired), creating a U shaped
curve relative to severity of NCI (GDS). Our interpretation is that if HIV is replicating in the
CNS and eliciting high levels of CXCL10 in CSF relative to the periphery, then it is the qualita-
tive function of available T-cells (CD107a+ lytic T-cells versus IFNγ inflammatory CD8+T-
cells) that migrate along the CXCL10 gradient into the brain that determines whether the re-
cruitment will be neuroprotective or neuropathogenic.
We investigated T-cell cytokine responses at patient visits when HIV RNA was undetectable
(<40 copies/ml) to gain insight concerning persistent mechanisms of NCI when HIV replica-
tion was suppressed. While sustained NCI may indicate irreversibility of CNS damage, it may
also reflect low level HIV replication or HIV protein expression in the brain. In CSF and
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plasma HIV RNA undetectable subjects, a low CD4/ CD8 ratio and presence of HIV specific
CD8+ IFNγ T-cells in CSF was associated with worse NCI. The correlation of NCI with the
HIV p24 induced (rather than constitutive) cytokine expression reflects consistency with viro-
logic status of CSF: HIV p24 specific CD8+T-cells cells in CSF of an HIV suppressed patient
would require exposure to HIV p24 antigen to express IFNγ. The observation that NCI was as-
sociated with HIV p24 induced CD8+ IFNγ levels in plasma HIV RNA undetectable hosts, re-
flecting how the HIV p24 specific CD8+T-cells would respond should they encounter HIV p24
in the brain, could be interpreted to suggest ongoing HIV protein expression in the CNS of
those with sustained NCI.
A longitudinal analysis was performed for the 16 individuals with follow-up data after ART
initiation or change. The baseline observations largely confirmed the cross-sectional analyses
concerning positive and negative correlations between CD8+IFNγ or CD107a+ and NCI, re-
spectively. A novel finding was that absence of NCI at follow-up was associated with increased
p24 induced CD4+ T-cell cytokine (TNFα, IFNγ) expression in CSF. This negative relationship
between CD4+ T-cell activity and NCI following ART is consistent with other studies indicating
that functional CD4 reconstitution is a marker of good prognosis [14,17,22,28] [57]. In contrast
to the absence of a direct relationship between HIV RNA and NCI in the cross sectional analy-
ses, level of residual HIV RNA in CSF correlated significantly with severity of NCI at follow-up,
confirming the importance of suppressing HIV RNA in the battle for control or prevention of
HAND. However, the best baseline predictor of poor NC outcome at follow-up was higher HIV
p24 induced CD8+IFNγ expression, suggesting that individuals whose CSF CD8+ T-cells make
higher levels of IFNγ in response to HIV antigen may be at greatest risk of HAND.
A synthesis of the cross sectional and longitudinal analyses suggests the following potential
scenarios during HIV infection: If HIV infects the CNS, eliciting CXCL10 when CD4 levels are
high and virus levels low, HIV specific CD8+CD107a+ T-cells develop, migrate in response to
CXCL10 and HIV antigens and traffic through the CNS, selectively destroying HIV infected
myeloid cells and controlling HIV replication with minimal cerebral inflammation. However,
with persistent viral replication, CD4+ T-cell levels decline and no longer provide systemic
support for CD8+ lytic activity. Without CD4+ T-cell support, CD8+ T-cell function is limited
to cytokine expression, changing the phenotype of the recruited T-cells from lytic to IFNγ ex-
pressing CD8+T-cells. In the confines of the CNS, IFNγ expression is toxic (especially in com-
bination with HIV proteins) eliciting additional CXCL10 and CCL2[8,15,36], attracting more
activated CD8+ T-cells and myeloid cells and amplifying inflammation, consistent with the
“push/pull” model proposed by Shacklett et al[37]. Following initiation of ART and suppres-
sion of HIV RNA, CD8+CD107a expression and lytic activity may be restored if CD4+ T-cell
levels are reconstituted to above 400 cells/ml in the periphery. If residual HIV replication or
protein expression in the CNS elicits CXCL10, revitalized CD8+CD107a+ lytic T-cells would
again migrate into CSF and CNS, destroying HIV expressing cells, reducing chemokine expres-
sion and halting progression of, if not reversing NCI. If however, virus persisted in the CNS
and CD4+ T-cell levels were not reconstituted to>400 cells/μl following ART (and therefore
unable to support CD8 lytic activity), trafficking of IFNγ expressing CD8+ T-cells to the CNS
might increase, promoting inflammation without destruction of HIV infected cells and ulti-
mately leading to indirect or bystander injury of neurons and HAND.
The major limitations to this study were the modest size and heterogeneity of the cohort
with respect to time on ART and ART regimen at baseline, as well as inability to control for in-
terval of HIV RNA suppression. Other potential covariats include HCV, substance abuse and
level of ART adherence. However, the internal consistency of the data, despite diversity of indi-
vidual T-cell response patterns and other limitations, speaks to the generalizibility of
the findings.
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Despite limitations, recognition that CD8+T-cells have the potential to either limit or pro-
mote neuroinflammation is significant with respect to understanding and management of
HAND and may impact overall HV treatment strategy. Together, findings suggest that pro-
gressive NCI represents a convergence of innate and adaptive responses including CD8+T-cell
IFNγ and IL-2 responses, activated monocytes, diminishing CD4 T-cell support for CD8 cyto-
lytic activity, and high levels of beta chemokine expression in CSF. In addition to affirming the
importance of complete viral suppression, the findings support early ART intervention for
preservation of CD4 T-cells and thereby effective CD8+CTL immune surveillance in CNS,
with prevention of neuropathogenesis.
Acknowledgments
This study could not have been performed without the extended support of the HNRC and the
generous co-operation of participating research subjects. We are indebt to Donald Franklin for
calculating neurocognitive practice corrections and decline/improvement measures and Bruce
Torbett for his support of preliminary experiments. Florin Vaida and Tanya Wolfson provided
statistical guidance. Drs Avindra Nath and Peter Calebresi advised on initial study measures.
The authors are also grateful to Mariana Cherner, JA McCutchan, Stanley Schrier, and Peter
Ostepenko for helpful discussion. The San Diego HIV Neurobehavioral Research Center
[HNRC] group is affiliated with the University of California, San Diego, the Naval Hospital,
San Diego, and the Veterans Affairs San Diego Healthcare System, and includes: Director: Rob-
ert K. Heaton, Ph.D Robert Heaton (rheaton@ucsd.edu), Co-Director: Igor Grant, M.D.; Asso-
ciate Directors: J. Hampton Atkinson, M.D., Ronald J. Ellis, M.D., Ph.D., and Scott Letendre,
M.D.; Center Manager: Thomas D. Marcotte, Ph.D.; Jennifer Marquie-Beck, M.P.H.; Melanie
Sherman; Neuromedical Component: Ronald J. Ellis, M.D., Ph.D. (P.I.), Scott Letendre, M.D.,
J. Allen McCutchan, M.D., Brookie Best, Pharm.D., Rachel Schrier, Ph.D., Debra Rosario, M.P.
H.; Neurobehavioral Component: Robert K. Heaton, Ph.D. (P.I.), J. Hampton Atkinson, M.D.,
Steven Paul Woods, Psy.D., Thomas D. Marcotte, Ph.D., Mariana Cherner, Ph.D., David J.
Moore, Ph.D., Matthew Dawson; Neuroimaging Component: Christine Fennema-Notestine,
Ph.D. (P.I.), Monte S. Buchsbaum, M.D., John Hesselink, M.D., Sarah L. Archibald, M.A.,
Gregory Brown, Ph.D., Richard Buxton, Ph.D., Anders Dale, Ph.D., Thomas Liu, Ph.D.; Neuro-
biology Component: Eliezer Masliah, M.D. (P.I.), Cristian Achim, M.D., Ph.D.; Neurovirology
Component: David M. Smith, M.D. (P.I.), Douglas Richman, M.D.; International Component:
J. Allen McCutchan, M.D., (P.I.), Mariana Cherner, Ph.D.; Developmental Component: Cris-
tian Achim, M.D., Ph.D.; (P.I.), Stuart Lipton, M.D., Ph.D.; Participant Accrual and Retention
Unit: J. Hampton Atkinson, M.D. (P.I.), Jennifer Marquie-Beck, M.P.H.; Data Management
and Information Systems Unit: Anthony C. Gamst, Ph.D. (P.I.), Clint Cushman; Statistics
Unit: Ian Abramson, Ph.D. (P.I.), Florin Vaida, Ph.D. (Co-PI), Reena Deutsch, Ph.D., Anya
Umlauf, M.S.
Author Contributions
Conceived and designed the experiments: SL RS SH RE. Performed the experiments: RS MC
SH JPS. Analyzed the data: RS SH JPS. Contributed reagents/materials/analysis tools: JPS RS
CS SH. Wrote the paper: RS SH RE SL.
References
1. Wiley CA, Schrier RD, Nelson JA, Lampert PW, Oldstone MB (1986) Cellular localization of human
immunodeficiency virus infection within the brains of acquired immune deficiency syndrome patients.
Proc Natl Acad Sci U S A 83: 7089–7093. PMID: 3018755
CD8+IFNγ+ T-Cells in CSF Contribute to HAND
PLOSONE | DOI:10.1371/journal.pone.0116526 February 26, 2015 21 / 25
2. Thompson KA, Cherry CL, Bell JE, McLean CA (2011) Brain cell reservoirs of latent virus in presymp-
tomatic HIV-infected individuals. Am J Pathol 179: 1623–1629. doi: 10.1016/j.ajpath.2011.06.039
PMID: 21871429
3. Fennema-Notestine C, Ellis RJ, Archibald SL, Jernigan TL, Letendre SL, et al. (2013) Increases in
brain white matter abnormalities and subcortical gray matter are linked to CD4 recovery in HIV infection.
J Neurovirol 19: 393–401. doi: 10.1007/s13365-013-0185-7 PMID: 23838849
4. Soontornniyomkij V, Moore DJ, Gouaux B, Soontornniyomkij B, Tatro ET, et al. (2012) Cerebral beta-
amyloid deposition predicts HIV-associated neurocognitive disorders in APOE epsilon4 carriers. AIDS
26: 2327–2335. doi: 10.1097/QAD.0b013e32835a117c PMID: 23018443
5. Masliah E, Ge N, Mucke L (1996) Pathogenesis of HIV-1 associated neurodegeneration. Crit Rev Neu-
robiol 10: 57–67. PMID: 8853954
6. Masliah E, Heaton RK, Marcotte TD, Ellis RJ, Wiley CA, et al. (1997) Dendritic injury is a pathological
substrate for human immunodeficiency virus-related cognitive disorders. HNRCGroup. The HIV Neuro-
behavioral Research Center. Ann Neurol 42: 963–972. PMID: 9403489
7. Grant I, Heaton RK (1992) Human immunodeficiency virus-type 1 and the brain. JConsultClinPsychol
58(1): 22–30.
8. Ancuta P, Kamat A, Kunstman KJ, Kim EY, Autissier P, et al. (2008) Microbial translocation is associat-
ed with increased monocyte activation and dementia in AIDS patients. PLoS One 3: e2516. doi: 10.
1371/journal.pone.0002516 PMID: 18575590
9. Everall IP, Hansen LA, Masliah E (2005) The shifting patterns of HIV encephalitis neuropathology. Neu-
rotox Res 8: 51–61. PMID: 16260385
10. Fox L, Alford M, Achim C, Mallory M, Masliah E (1997) Neurodegeneration of somatostatin-immunore-
active neurons in HIV encephalitis. J Neuropathol Exp Neurol 56: 360–368. PMID: 9100666
11. Heyes MP, Saito K, Lackner A, Wiley CA, Achim CL, et al. (1998) Sources of the neurotoxin quinolinic
acid in the brain of HIV-1-infected patients and retrovirus-infected macaques. FASEB J 12: 881–896.
PMID: 9657528
12. Tatro ET, Everall IP, Masliah E, Hult BJ, Lucero G, et al. (2009) Differential expression of immunophilins
FKBP51 and FKBP52 in the frontal cortex of HIV-infected patients with major depressive disorder. J
Neuroimmune Pharmacol 4: 218–226. doi: 10.1007/s11481-009-9146-6 PMID: 19199039
13. Achim CL, Masliah E, Schindelar J, Avramut M (2004) Immunophilin expression in the HIV-infected
brain. J Neuroimmunol 157: 126–132. PMID: 15579289
14. Ellis RJ, Badiee J, Vaida F, Letendre S, Heaton RK, et al. (2011) CD4 nadir is a predictor of HIV neuro-
cognitive impairment in the era of combination antiretroviral therapy. AIDS 25: 1747–1751. doi: 10.
1097/QAD.0b013e32834a40cd PMID: 21750419
15. Mehla R, Bivalkar-Mehla S, Nagarkatti M, Chauhan A (2012) Programming of neurotoxic cofactor
CXCL-10 in HIV-1-associated dementia: abrogation of CXCL-10-induced neuro-glial toxicity in vitro by
PKC activator. J Neuroinflammation 9: 239. doi: 10.1186/1742-2094-9-239 PMID: 23078780
16. Gunthard HF, Wong JK, Spina CA, Ignacio C, Kwok S, et al. (2000) Effect of influenza vaccination on
viral replication and immune response in persons infected with human immunodeficiency virus receiv-
ing potent antiretroviral therapy. J Infect Dis 181: 522–531. PMID: 10669335
17. Schrier RD, Wiley CA, Spina C, McCutchan JA, Grant I (1996) Pathogenic and protective correlates of
T cell proliferation in AIDS. HNRCGroup. HIV Neurobehavioral Research Center. J Clin Invest 98:
731–740. PMID: 8698865
18. Giorgi JV, Hultin LE, McKeating JA, Johnson TD, Owens B, et al. (1999) Shorter survival in advanced
human immunodeficiency virus type 1 infection is more closely associated with T lymphocyte activation
than with plasma virus burden or virus chemokine coreceptor usage. J Infect Dis 179: 859–870. PMID:
10068581
19. Giorgi JV, Liu Z, Hultin LE, Cumberland WG, Hennessey K, et al. (1993) Elevated levels of CD38+ CD8
+ T cells in HIV infection add to the prognostic value of low CD4+ T cell levels: results of 6 years of fol-
low-up. The Los Angeles Center, Multicenter AIDS Cohort Study. J Acquir Immune Defic Syndr 6:
904–912. PMID: 7686224
20. Barcia C, Thomas CE, Curtin JF, King GD, Wawrowsky K, et al. (2006) In vivo mature immunological
synapses forming SMACs mediate clearance of virally infected astrocytes from the brain. J Exp Med
203: 2095–2107. PMID: 16923851
21. Marcondes MC, Flynn C, Watry DD, Zandonatti M, Fox HS (2010) Methamphetamine increases brain
viral load and activates natural killer cells in simian immunodeficiency virus-infected monkeys. Am J
Pathol 177: 355–361. doi: 10.2353/ajpath.2010.090953 PMID: 20489154
CD8+IFNγ+ T-Cells in CSF Contribute to HAND
PLOSONE | DOI:10.1371/journal.pone.0116526 February 26, 2015 22 / 25
22. Marcotte TD, Deutsch R, McCutchan JA, Moore DJ, Letendre S, et al. (2003) Prediction of incident neu-
rocognitive impairment by plasma HIV RNA and CD4 levels early after HIV seroconversion. Arch Neu-
rol 60: 1406–1412. PMID: 14568811
23. Aubert RD, Kamphorst AO, Sarkar S, Vezys V, Ha SJ, et al. (2011) Antigen-specific CD4 T-cell help
rescues exhausted CD8 T cells during chronic viral infection. Proc Natl Acad Sci U S A 108: 21182–
21187. doi: 10.1073/pnas.1118450109 PMID: 22160724
24. Shan L, Deng K, Shroff NS, Durand CM, Rabi SA, et al. (2012) Stimulation of HIV-1-specific cytolytic T
lymphocytes facilitates elimination of latent viral reservoir after virus reactivation. Immunity 36: 491–
501. doi: 10.1016/j.immuni.2012.01.014 PMID: 22406268
25. Asquith B (2008) The evolutionary selective advantage of HIV-1 escape variants and the contribution of
escape to the HLA-associated risk of AIDS progression. PLoS One 3: e3486. doi: 10.1371/journal.
pone.0003486 PMID: 18941529
26. Borghans JA, Molgaard A, de Boer RJ, Kesmir C (2007) HLA alleles associated with slow progression
to AIDS truly prefer to present HIV-1 p24. PLoS One 2: e920. PMID: 17878955
27. Navis M, Schellens IM, van Swieten P, Borghans JA, Miedema F, et al. (2008) A nonprogressive clinical
course in HIV-infected individuals expressing human leukocyte antigen B57/5801 is associated with
preserved CD8+ T lymphocyte responsiveness to the HW9 epitope in Nef. J Infect Dis 197: 871–879.
doi: 10.1086/528695 PMID: 18279072
28. Schrier RD, Gupta S, Riggs P, Cysique LA, Letendre S, et al. (2012) The influence of HLA on HIV-asso-
ciated neurocognitive impairment in Anhui, China. PLoS One 7: e32303. doi: 10.1371/journal.pone.
0032303 PMID: 22693541
29. Makedonas G, Betts MR (2011) Living in a house of cards: re-evaluating CD8+ T-cell immune corre-
lates against HIV. Immunol Rev 239: 109–124. doi: 10.1111/j.1600-065X.2010.00968.x PMID:
21198668
30. Antonelli LR, Mahnke Y, Hodge JN, Porter BO, Barber DL, et al. (2010) Elevated frequencies of highly
activated CD4+ T cells in HIV+ patients developing immune reconstitution inflammatory syndrome.
Blood 116: 3818–3827. doi: 10.1182/blood-2010-05-285080 PMID: 20660788
31. Schrier R, Song M, Smith IL, Karavellas MP, Bartsch D, et al. (2005) INTRAOCULAR VIRAL AND IM-
MUNE PATHOGENESIS OF IMMUNE RECOVERY UVEITIS IN PATIENTSWITH HEALEDCYTO-
MEGALOVIRUS RETINITIS. RETINA.
32. Mahnke YD, Greenwald JH, DerSimonian R, Roby G, Antonelli LR, et al. (2012) Selective expansion of
polyfunctional pathogen-specific CD4(+) T cells in HIV-1-infected patients with immune reconstitution
inflammatory syndrome. Blood 119: 3105–3112. doi: 10.1182/blood-2011-09-380840 PMID:
22219223
33. Robertson J, Meier M, Wall J, Ying J, Fichtenbaum CJ (2006) Immune reconstitution syndrome in HIV:
validating a case definition and identifying clinical predictors in persons initiating antiretroviral therapy.
Clin Infect Dis 42: 1639–1646. PMID: 16652323
34. Vendrely A, Bienvenu B, Gasnault J, Thiebault JB, Salmon D, et al. (2005) Fulminant inflammatory leu-
koencephalopathy associated with HAART-induced immune restoration in AIDS-related progressive
multifocal leukoencephalopathy. Acta Neuropathol 109: 449–455. PMID: 15739098
35. Miller RF, Isaacson PG, Hall-Craggs M, Lucas S, Gray F, et al. (2004) Cerebral CD8+ lymphocytosis in
HIV-1 infected patients with immune restoration induced by HAART. Acta Neuropathol 108: 17–23.
PMID: 15085359
36. Monteiro de Almeida S, Letendre S, Zimmerman J, Lazzaretto D, McCutchan A, et al. (2005) Dynamics
of monocyte chemoattractant protein type one (MCP-1) and HIV viral load in human cerebrospinal fluid
and plasma. J Neuroimmunol 169: 144–152. PMID: 16182380
37. Shacklett BL, Cox CA, Wilkens TD, Karl KR, Nilsson A, et al. (2004) Increased adhesion molecule and
chemokine receptor expression on CD8+ T cells trafficking to cerebrospinal fluid in HIV-1 infection. J In-
fect Dis 189: 2202–2212. PMID: 15181567
38. Valcour V, Chalermchai T, Sailasuta N, Marovich M, Lerdlum S, et al. (2012) Central nervous system
viral invasion and inflammation during acute HIV infection. J Infect Dis 206: 275–282. doi: 10.1093/
infdis/jis326 PMID: 22551810
39. Little SJ, McLean AR, Spina CA, Richman DD, Havlir DV (1999) Viral dynamics of acute HIV-1 infec-
tion. J Exp Med 190: 841–850. PMID: 10499922
40. Smolders J, Remmerswaal EB, Schuurman KG, Melief J, van Eden CG, et al. (2013) Characteristics of
differentiated CD8 and CD4 T cells present in the human brain. Acta Neuropathol 126: 525–535. doi:
10.1007/s00401-013-1155-0 PMID: 23880787
CD8+IFNγ+ T-Cells in CSF Contribute to HAND
PLOSONE | DOI:10.1371/journal.pone.0116526 February 26, 2015 23 / 25
41. Young KG, Maclean S, Dudani R, Krishnan L, Sad S (2011) CD8+ T cells primed in the periphery pro-
vide time-bound immune-surveillance to the central nervous system. J Immunol 187: 1192–1200. doi:
10.4049/jimmunol.1100695 PMID: 21715683
42. Langford TD, Letendre SL, Larrea GJ, Masliah E (2003) Changing patterns in the neuropathogenesis
of HIV during the HAART era. Brain Pathol 13: 195–210. PMID: 12744473
43. Wiley CA, Masliah E, Achim CL (1994) Measurement of CNS HIV burden and its association with neu-
rologic damage. Adv Neuroimmunol 4: 319–325. PMID: 7874400
44. Hayes PJ, Miao YM, Gotch FM, Gazzard BG (1999) Alterations in blood leucocyte adhesion molecule
profiles in HIV-1 infection. Clin Exp Immunol 117: 331–334. PMID: 10444267
45. Sadagopal S, Lorey SL, Barnett L, Basham R, Lebo L, et al. (2008) Enhancement of human immunode-
ficiency virus (HIV)-specific CD8+ T cells in cerebrospinal fluid compared to those in blood among anti-
retroviral therapy-naive HIV-positive subjects. J Virol 82: 10418–10428. doi: 10.1128/JVI.01190-08
PMID: 18715919
46. von Geldern G, Cepok S, Nolting T, Du Y, Grummel V, et al. (2007) CD8 T-cell subsets and viral load in
the cerebrospinal fluid of therapy-naive HIV-infected individuals. AIDS 21: 250–253. PMID: 17197822
47. Neuenburg JK, Cho TA, Nilsson A, Bredt BM, Hebert SJ, et al. (2005) T-cell activation and memory
phenotypes in cerebrospinal fluid during HIV infection. J Acquir Immune Defic Syndr 39: 16–22. PMID:
15851909
48. Pitcher CJ, Quittner C, Peterson DM, Connors M, Koup RA, et al. (1999) HIV-1-Specific CD4+T Cells
are detectable in most individuals with active HIV-1 infection, but decline with prolonged viral suppres-
sion. Nature Med 5: 518–525. PMID: 10229228
49. Waldrop SL, Pitcher CJ, Peterson DM, Maino VC, Picker LJ (1997) Determination of antigen-specific
memory/effector CD4+ T cell frequencies by flow cytometry:evidence for a novel, antigen-specific ho-
meostatic mechanism in HIV-associated immunodeficiency. JClinInvest 99: 1739–1750. PMID:
9120019
50. Lamoreaux L, Roederer M, Koup R (2006) Intracellular cytokine optimization and standard operating
procedure. Nat Protoc 1: 1507–1516. PMID: 17406442
51. Guinti D, Borsellino G, Benelli R, Marchese M, Capello E, et al. (2003) Phenotypic and functional analy-
sis of T cells homing into the CSF of subjects with inflammatory disease of the CNS. J of Leukocyte Bi-
ology 73: 584–590. PMID: 12714572
52. Cysique LA, Franklin D Jr, Abramson I, Ellis RJ, Letendre S, et al. (2011) Normative data and validation
of a regression based summary score for assessing meaningful neuropsychological change. J Clin Exp
Neuropsychol 33: 505–522. doi: 10.1080/13803395.2010.535504 PMID: 21391011
53. Heaton RK, Cysique LA, Jin H, Shi C, Yu X, et al. (2008) Neurobehavioral effects of human immunode-
ficiency virus infection among former plasma donors in rural China. J Neurovirol: 1–14. doi: 10.1080/
13550280701802543 PMID: 18300070
54. Carey CL, Woods SP, Gonzalez R, Conover E, Marcotte TD, et al. (2004) Predictive validity of global
deficit scores in detecting neuropsychological impairment in HIV infection. J Clin Exp Neuropsychol
26: 307–319. PMID: 15512922
55. Cysique LA, Letendre SL, Ake C, Jin H, Franklin DR, et al. (2010) Incidence and nature of cognitive de-
cline over 1 year among HIV-infected former plasma donors in China. AIDS 24: 983–990. doi: 10.1097/
QAD.0b013e32833336c8 PMID: 20299964
56. Ellis RJ, Letendre S, Vaida F, Haubrich R, Heaton RK, et al. (2014) Randomized Trial of Central Ner-
vous System-Targeted Antiretrovirals for HIV-Associated Neurocognitive Disorder. Clin Infect Dis.
57. Autran B, Carcelain G, Li TS, Blanc C, Mathez D, et al. (1997) Positive effects of combined antiretroviral
therapy on CD4 T-cell homeostasis and function in advanced HIV disease. Science 277: 112–116.
PMID: 9204894
58. Burdo TH, Lentz MR, Autissier P, Krishnan A, Halpern E, et al. (2011) Soluble CD163 made by mono-
cyte/macrophages is a novel marker of HIV activity in early and chronic infection prior to and after anti-
retroviral therapy. J Infect Dis 204: 154–163. doi: 10.1093/infdis/jir214 PMID: 21628670
59. Wiesel M, Oxenius A (2012) From crucial to negligible: functional CD8(+) T-cell responses and their de-
pendence on CD4(+) T-cell help. Eur J Immunol 42: 1080–1088. doi: 10.1002/eji.201142205 PMID:
22539281
60. Letendre S, Marquie-Beck J, Capparelli E, Best B, Clifford D, et al. (2008) Validation of the CNS Pene-
tration-Effectiveness rank for quantifying antiretroviral penetration into the central nervous system.
Arch Neurol 65: 65–70. doi: 10.1001/archneurol.2007.31 PMID: 18195140
61. Gianella S, Strain MC, Rought SE, Vargas MV, Little SJ, et al. (2012) Associations between virologic
and immunologic dynamics in blood and in the male genital tract. J Virol 86: 1307–1315. doi: 10.1128/
JVI.06077-11 PMID: 22114342
CD8+IFNγ+ T-Cells in CSF Contribute to HAND
PLOSONE | DOI:10.1371/journal.pone.0116526 February 26, 2015 24 / 25
62. Hersperger AR, Pereyra F, Nason M, Demers K, Sheth P, et al. (2010) Perforin expression directly ex
vivo by HIV-specific CD8 T-cells is a correlate of HIV elite control. PLoS Pathog 6: e1000917. doi: 10.
1371/journal.ppat.1000917 PMID: 20523897
63. Mailliard RB, Smith KN, Fecek RJ, Rappocciolo G, Nascimento EJ, et al. (2013) Selective Induction of
CTL Helper Rather Than Killer Activity by Natural Epitope Variants Promotes Dendritic Cell-Mediated
HIV-1 Dissemination. J Immunol 191: 2570–2580. doi: 10.4049/jimmunol.1300373 PMID: 23913962
64. Yamamoto T, Johnson MJ, Price DA, Wolinsky DI, Almeida JR, et al. (2012) Virus inhibition activity of
effector memory CD8(+) T cells determines simian immunodeficiency virus load in vaccinated monkeys
after vaccine breakthrough infection. J Virol 86: 5877–5884. doi: 10.1128/JVI.00315-12 PMID:
22419810
65. Trautmann T, Kozik JH, Carambia A, Richter K, Lischke T, et al. (2014) CD4+ T-Cell Help Is Required
for Effective CD8+ T Cell-Mediated Resolution of Acute Viral Hepatitis in Mice. PLoS One 9: e86348.
doi: 10.1371/journal.pone.0086348 PMID: 24466045
66. Serrano-Villar S, Sainz T, Lee SA, Hunt PW, Sinclair E, et al. (2014) HIV-infected individuals with low
CD4/CD8 ratio despite effective antiretroviral therapy exhibit altered T cell subsets, heightened CD8+ T
cell activation, and increased risk of non-AIDSmorbidity and mortality. PLoS Pathog 10: e1004078.
doi: 10.1371/journal.ppat.1004078 PMID: 24831517
67. Boasso A, Shearer GM, Chougnet C (2009) Immune dysregulation in human immunodeficiency virus
infection: know it, fix it, prevent it? J Intern Med 265: 78–96. doi: 10.1111/j.1365-2796.2008.02043.x
PMID: 19093962
68. Zajac AJ, Blattman JN, Murali-Krishna K, Sourdive DJD, Suresh J, et al. (1998) Viral Immune Evasion
Due to Persistence of Activated T Cells Without Effector Function. J ExpMed 188: 2205–2213. PMID:
9858507
69. Li W, Henderson LJ, Major EO, Al-Harthi L (2011) IFN-gammamediates enhancement of HIV replica-
tion in astrocytes by inducing an antagonist of the beta-catenin pathway (DKK1) in a STAT 3-dependent
manner. J Immunol 186: 6771–6778. doi: 10.4049/jimmunol.1100099 PMID: 21562161
70. Lau LT, Yu AC (2001) Astrocytes produce and release interleukin-1, interleukin-6, tumor necrosis factor
alpha and interferon-gamma following traumatic and metabolic injury. J Neurotrauma 18: 351–359.
PMID: 11284554
71. Riedel DJ, Pardo CA, McArthur J, Nath A (2006) Therapy Insight: CNSmanifestations of HIV-associated
immune reconstitution inflammatory syndrome. Nat Clin Pract Neurol 2: 557–565. PMID: 16990829
72. Venkataramana A, Pardo CA, McArthur JC, Kerr DA, Irani DN, et al. (2006) Immune reconstitution in-
flammatory syndrome in the CNS of HIV-infected patients. Neurology 67: 383–388. PMID: 16894096
73. McCombe JA, Auer RN, Maingat FG, Houston S, Gill MJ, et al. (2009) Neurologic immune reconstitu-
tion inflammatory syndrome in HIV/AIDS: outcome and epidemiology. Neurology 72: 835–841. doi: 10.
1212/01.wnl.0000343854.80344.69 PMID: 19255411
74. Hornik A, Rodriguez-Porcel F, Wallery S, Flaster M, Lee JM, et al. (2013) Late onset CNS immune re-
constitution inflammatory syndrome in an immunocompetent patient. Front Neurol 4: 12. doi: 10.3389/
fneur.2013.00012 PMID: 23439663
75. Lescure FX, Moulignier A, Savatovsky J, Amiel C, Carcelain G, et al. (2013) CD8 encephalitis in HIV-
infected patients receiving cART: a treatable entity. Clin Infect Dis 57: 101–108. doi: 10.1093/cid/cit175
PMID: 23515205
76. Asensio VC, Maier J, Milner R, Boztug K, Kincaid C, et al. (2001) Interferon-independent, human immu-
nodeficiency virus type 1 gp120-mediated induction of CXCL10/IP-10 gene expression by astrocytes in
vivo and in vitro. J Virol 75: 7067–7077. PMID: 11435587
CD8+IFNγ+ T-Cells in CSF Contribute to HAND
PLOSONE | DOI:10.1371/journal.pone.0116526 February 26, 2015 25 / 25
